Traumatic bilateral patellar tendon rupture (BPTR) is a rare injury with low levels of clinical suspicion, especially in young adults. Since early diagnosis of the BPTR is the cornerstone of a successful management, BPTR reports are valuable as they raise awareness of the careful clinical and radiologic workout in similar cases. Here, we present a case of BPTR in a 34-year-old male following a motorcycle accident. At the emergency department, the necessary examinations including clinical, physical, and radiologic tests were performed and BPTR was diagnosed accordingly. The patient underwent reconstruction surgery the day after the injury. At the last follow-up, the patient was able to perform active straight leg raise with 130°flexion and no extension lag. The superior results of BPTR reconstruction in this report further emphasize the importance of early diagnosis and repair of BPTR. Active straight leg raise test is necessary to perform for all patients with a history of an eccentric load of the knee extensor mechanism, and if positive, extensor mechanism rupture should be strongly suspected.
Introduction
The patellar tendon is one of the components of the knee extensor mechanism that its rupture leads to the disruption of the knee extensor mechanism. Early diagnosis and surgical reconstruction of the patellar tendon tear is necessary to achieve early functional recovery (1) .
Bilateral patellar tendon rupture (BPTR) is a rare injury and the majority of cases are reported in patients with predisposing tendon-weakening conditions such as systemic lupus erythematosus, rheumatoid arthritis, chronic renal failure, and corticosteroid use (2) . Traumatic BPTR in young adults is even rarer and usually associates with low levels of clinical suspicion.
The diagnosis of BPTR could be easily made based on the clinical and radiologic examinations. BPTR patients usually present with pain, swelling, a palpable gap in the tendon, proximally placed patella, and loss or limitation of extension (3). However, the diagnosis could be challenging in specific conditions such as the presence of severe hematoma that frequently accompanies acute rupture of patellar tendon and may conceal the main diagnostic signs, including a palpable infrapatellar gap. For this reason, nearly 38% of the patellar tendon ruptures are misdiagnosed initially (4) .
Since the early diagnosis of BPTR is the cornerstone of a successful management, raising awareness of the occurrence of this injury, even in young adults with no predisposing condition, is crucial as it ensures careful physical examinations in similar cases. Hence, we here report a case of BPTR following a motorcycle accident in a 34-year-old man with no predisposing condition.
Case Presentation
A 34-year-old healthy man was admitted to the emergency department of our hospital after a motorcycle accident. In the clinical examination, pain, swelling of both knees, and walking disability were noticed, with no history of tendon-weakening conditions such as previous trauma, systemic disorder, or steroid consumption. In the physical examination, straight leg raise testing demonstrated a bilateral impairment of terminal knee extension. Moreover, a palpable infrapatellar gap was observed in both patellae. No other injury was present and the patient was hemodynamically stable. Accordingly, the presumptive clinical diagnosis of BPTR was made. Plain radiographs demonstrated a proximal displacement of the patellae (Figure 1 ). Magnetic resonance imaging (MRI) showed a high-riding patella and defects in patellar tendons ( Figure 2 ). The definitive diagnosis of BPTR was made based on the clinical and radiologic findings.
Subsequently, the surgical repair of the tendons was performed the day after the injury. At the surgery, the tendons were found ruptured through the inferior poles of the patella with disruption of the retinaculum thoroughly. The ruptures were repaired with Fiber-Wire suture in Krackow fashion to create a four-strand repair. These strands were passed through three longitudinal holes that were made near the articular surface of the patella. Then, in the knees hyperextension state, the sutures were stitched over the quadriceps tendon. The retinaculum tears were repaired using absorbable suture afterward. The repair stability was checked intra-operatively and 90°passive flexion was obtained at the surgery.
Two cylinder casts were applied at the end of the operation in full knees extension for six weeks. The patient was advised to bear weight as tolerated and allow straight leg raise at three weeks. At the sixth week, the casts were removed and standard physiotherapy started for the patient. One year after the surgery, the patient was able to perform active straight leg raise with 130°flexion and no extension lag.
Discussion
Patellar tendon rupture is a rare orthopedic injury. According to an epidemiological study of ligament and tendon lesions of the musculoskeletal system performed by Clayton and Court-Brown, the rate of patellar ligament rupture was 0.6% (5) . Obviously, the rate of BPTR is even lower and generally associated with tendon-weakening comorbidities (2, 6) . It is estimated that a force of 17.5 times the body weight is needed to tear a healthy patellar tendon (7) and only a few BPTR reports are available in healthy patients.
In 1978, Margles and Lewis reported a case of spontaneous BPTR without any apparently associated systemic disease (8) . In 1979, Kamali reported the first traumatic BPTR in a 52-year-old man (9) . In 1986, Webb and Toby reported a case of BPTR in an otherwise healthy 38-yearold male patient following a minor trauma. A flexion force against a contracted or contracting quadriceps muscle was proposed as the mechanism of injury (10). Subsequently, traumatic BPTR was reported in several studies al-though not frequently (11) (12) (13) (14) (15) . Here, we introduced a new case of traumatic BPTR in a 38-year-old male that was diagnosed and managed successfully with early reconstruction surgery.
The reports of BPTR are important because they raise awareness of the devoting careful attention to its early diagnosis, as late diagnosis and repair usually result in an unfavorable outcome. The outcome of a patellar tendon rupture significantly depends on the interval between injury and repair. Early surgery is recommended for optimal results. This is best accomplished by accurate reapproximation of the tendon ends and repair of the torn extensor retinacula. An intensive rehabilitation program, emphasizing early range-of-motion exercises, progressive weight bearing, and quadriceps strengthening will improve the results of surgery. Delayed repair is associated with compromised results secondary to the loss of full knee flexion and reduced quadriceps strength although a functional extensor mechanism could still be reestablished (2).
Cree et al. (3) reported a case of missed BPTR in a 75year-old male following the slipping forward onto both knees. At the local emergency unit, no radiographs were obtained and he was diagnosed with a "soft tissue injury" and discharged with simple analgesics in spite of not being able to maintain a standing position even when physically lifted and helped. Since the patient was unable to straighten his leg voluntarily even 70 days after the initial injury, an orthopedic referral was made with a subsequent diagnosis of BPTR and the reconstruction was performed 81 days after the initial injury. Follow-up radiographs showed some continued patella alta. At the last follow-up, the patient had a bilateral extension lag of 5°, but retained the full range of motion (3) . Similar inferior results of surgery were reported in other neglected cases of BPTR (15, 16) .
Although the diagnosis of BPTR is not usually challenging, due to the rarity of this injury, clinical suspicion is low and misdiagnosis is highly probable. As the delayed repair significantly affects the outcome of surgery, performing an active straight leg raise test is necessary to perform for all patients with a history of an eccentric load of the knee extensor mechanism. In case of a positive active straight leg raise test, the extensor mechanism of rupture should be strongly suspected and further evaluations should be performed. In challenging cases, such as patients not referred in the acute phase or the presence of severe hematoma, complementary imaging studies such as ultrasonography and MRI should be used to correctly rule out the possibility of the extensor mechanism of rupture.
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